National Healthcare Disparities Report

Chapter 4. Priority Populations

Many Americans enjoy easy access to one of world’s finest health care delivery systems. However, as
demonstrated in the 2003 National Healthcare Disparities Report (NHDR), some Americans do not have full
access to the best quality health care.

To examine the issue of disparities in health care, Congress directed the Agency for Healthcare Research and
Quality (AHRQ) to produce an annual report to track “prevailing disparities in health care delive ryas it relates
to racial factors and socioeconomic factors in priority populations.”! While the emphasis is on disparities
related to race, ethnicity, and socioeconomic status (SES), this directive includes a charge to examine
disparities in “priority populations”—groups with unique health care needs or issues that require special
attention.

This chapter addresses the congressional directive on priority populations. Chapters 2 and 3 of this report
examine racial, ethnic, and socioeconomic differences in quality of health care and access to health care in the
general U.S. population; this chapter focuses on differences within and across priority populations. For
example, comparisons are made between black and white women and between low income and high income
women. This approach may help policymakers understand the impact of racial, ethnic, and socioeconomic
differences on specific populations and to target quality improvement programs towards groups in greatest
need. Appendix D includes detailed tables that allow examination of racial, ethnic, and socioeconomic
disparities both in the general population and across priority populations for most measures.

Priority Populations

AHRQ’s priority populations, specified by Congress in the Healthcare Research and Quality Act of 1999
(Public Law 106-129), are:

Low incomegroups

Minority groups

Women

Children

Elderly

Individuals with special health care needs, including individuals with disabilities and individuals who
need chronic care or end-of-life health care.

In addition, this legislation directs AHRQ to examine health care delivery in rural areas. Hence, this chapter
addresses each of these priority populations as well as residents of rural areas.
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How This Chapter Is Organized

This chapter presents new information about disparities in quality of and access to health care in priority
populations. It is presented in the following order:

Racial and ethnic minorities

Low incomegroups

Women

Children

Elderly

Residents of rural areas

Individuals with special health care needs

To avoid repetition of findings from previous chapters on race, ethnicity, and SES, the first two sections
summarize quality of and access to health care for racial and ethnic minorities and low income groups.

Subsequent sections focus on the remaining priority populations and examine disparities in care within each
population group. In addition to presenting new data, this chapter goes beyond last year’s report by adding
changes over time as well as some stratified analyses. To present this greater detail, these sections highlight a
small number of measures. Results for all measures are found in the detailed appendix tables.

It should be noted that this chapter does not provide a comprehensive assessment of health care differences in
each priority population. Most of the measures tracked in the NHDR were selected to be applicable across
many population groups; only a few, such as immunizations among children and screening for breast cancer
among women, were specific to particular groups. For some groups, these general measures overlook
imporant health care problems specific to particular populations. In addition, national data may not address
key health issues for specific population groups, including persons with disabilities, and are often unable to
generate reliable estimates for many smaller groups. Instead, this chapter should be seen as a starting point,
identifying some problem areas and indicating gaps in current data and understanding.
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Racial and Ethnic Minorities

Racial and Ethnic Minorities

In 2000, about 30% of the U.S. population identified themselves as members of racial or ethnic minority
groups. By 2050, it is projected that these groups will account for almost half of the U.S. population.2
Census 2000 counted over 36 million blacks or African Americans (12.9% of the U.S. population);3 over 35
million Hispanics or Latinos who live in the U.S. (12.5%) and another 3.8 million who live in the
Commonwealth of Puerto Rico;* almost 12 million Asians (4.2%);5 874,000 Native Hawaiians and Other
Pacific Islanders (0.3%);6 and over 2 million American Indians and Alaska Natives (0.7%), of whom 38%
reside on Federal trust lands.” Racial and ethnic minorities are more likely than non-Hispanic whites to be
poor or near poor.8 In addition, Hispanics, blacks, and some Asian subgroups are less likely than non-
Hispanic whites to have a high school education.? In general, racial and ethnic minorities often experience
worse access to care and lower quality of preventive, primary, and specialty care.8 9

In previous chapters of this report, health care differences by raciali and ethnicii categories as defined by the
Office of Management and Budget (OMB) and used by the U.S. Census Bureau are described.!0 In this
section, quality of and access to health care for each minority group are summarized. While a large number
of quality of and access to care measures are examined in the NHDR, a subset of measures, for which
comparable data are available for 2000 and 2001, are highlighted in this section. Specifically, this subset
consists of 38 measures of effectiveness of health care and 31 measures of access to health care. Data
sources are the Surveillance, Epidemiology, and End Results program, U.S. Renal Data System, Medical
Expenditure Panel Survey, the CDC AIDS Surveillance System, National Vital Statistics System-Natality,
National Immunization Survey, National Health Interview Survey, and National Hospital Discharge Survey.
Momality and health care utilization measures are not included to allow focus on quality and access measures
more directly related to health care. Data on all measures were not available for all groups. See Tables 1.2
and 1.3 for lists of measures available for each group and Appendix C for data on each measure for each
group. Changes in differences related to race and ethnicity between 2000 and 2001 are examined. For each
group, a measure can be worse than, about the same as, or better than an appropriate comparison group. Only
relative differences of at least 10% and that are statistically significant with p < 0.05 are discussed in this
report.

The 2003 NHDR examined differences in health care by patient language as well as differences in health care
among various Hispanic and Asian subgroups and among American Indians and Alaska Natives who obtain
care from Indian Health Service (IHS) facilities. New data on language and subgroups are not available this
year, so the 2004 NHDR does not contain a corresponding section; it is anticipated that new data will be
available for the next NHDR. The current report does include expanded measures related to care delivered by
IHS facilities.

iRaces include: black or African American, Asian, Native Hawaiian or Other Pacific Islander, American Indian and Alaska
Native, and white.

iiEthnicity differentiates Hispanics and non-Hispanics. This report also distinguishes non-Hispanic whites and non- Hispanic
blacks.
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Priority Populations
Racial and Ethnic Minorities

Blacks or African Americans

In the 2003 NHDR, blacks had poorer quality of care than whites for about 60% of quality measures,
including not receiving prenatal care and recommended childhood and adult immunizations. In the 2003
NHDR, blacks had worse access to care than whites for about 40% of access measures, including lacking
health insurance or a source of ongoing health care, having problems getting referral to a specialist, and rating
their health care poorly.

Figure 4.1. Blacks compared with whites in 2000 and 2001 on measures of quality of care (left) and access
to care (right)
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Better = Blacks receive better quality of care or have better access to care than whites.

Same = Blacks and whites receive about the same quality of care or access to care.

Worse = Blacks receive poorer quality of care or have worse access to care than whites.

Source: SEER, USRDS, MEPS, CDC AIDS Surveillance System, NVSS-N, NIS, NHIS, NHDS, 2000-2001.

® Of the 38 measures of quality with comparable data for 2000 and 2001, blacks received poorer quality of
care than whites for about two-thirds of measures in both 2000 and 2001 (Figure 4.1, left).

@ Between 2000 and 2001, only 1 of these 38 measures demonstrated significant improvement among
blacks while 2 demonstrated significant deterioration: black children 19-35 months who received 1 dose
of varicella vaccine improved while black children 19-35 months who received 3 doses of H. influenzae
type B or 3 doses of hepatitis B vaccine fell.

® Of the 31 measures of access with comparable data for 2000 and 2001, blacks had worse access to care
than whites for about 40% of measures in both 2000 and 2001 (Figure 4.1, right).

@ Between 2000 and 2001, 2 of these 31 measures demonstrated significant improvement among blacks
while none deteriorated: blacks who had a source of ongoing care or who were uninsured for a full year
both improved between 2000 and 2001.
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Racial and Ethnic Minorities

Hispanics or Latinos

In the 2003 NHDR, Hispanics had poorer quality of care than non-Hispanic whites for about 40% of quality
measures, including not receiving screening for cancer or cardiovascular risk factors and not receiving
recommended childhood and adult immunizations. In the 2003 NHDR, Hispanics had worse access to care
compared with non-Hispanic whites for over two-thirds of access measures, including lacking health insurance
or a source of ongoing health care, having problems getting a referral to a specialist, and rating their health
care poorly.

Figure 4.2. Hispanics compared with non-Hispanic whites in 2000 and 2001 on measures of quality of care
(left) and access to care (right)
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Better = Hispanics receive better quality of care or have better access to care than non-Hispanic whites.
Same = Hispanics and non-Hispanic whites receive about the same quality of care or access to care.
Worse = Hispanics receive poorer quality of care or have worse access to care than non-Hispanic whites.
Source: SEER, USRDS, MEPS, CDC AIDS Surveillance System, NVSS-N, NIS, NHIS, NHDS, 2000-2001.

Of the 38 measures of quality with comparable data for 2000 and 2001, information on Hispanics was
available for 36. Of these 36 measures, Hispanics received poorer quality of care than non-Hispanic
whites for half of measures in both 2000 and 2001 (Figure 4.2, left).

Between 2000 and 2001, 5 of these 36 measures demonstrated significant improvement among Hispanics
while 1 demonstrated significant deterioration: receipt of several different vaccines improved among
Hispanic children 19-35 months between 2000 and 2001 while receipt of influenza vaccine among high
risk adults 18-64 deteriorated.

Of the 31 measures of access with comparable data for 2000 and 2001, Hispanics had worse access to
care than non-Hispanic whites for about 90% of measures in both 2000 and 2001 (Figure 4.2, right).

Between 2000 and 2001, none of these 31 measures demonstrated significant improvement among
Hispanics while 1 deteriorated: Hispanic adults reporting no problems getting referral to a specialist fell
between 2000 and 2001.
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Racial and Ethnic Minorities

Asians

In the 2003 NHDR, Asians had poorer quality of care than whites for about 12% of quality measures and
better quality of care for about 15%. Despite often achieving better quality of care, in the 2003 NHDR,
Asians had worse access to care than whites for about two-thirds of access measures, including lacking a
source of ongoing health care and having problems with patient-provider communication.

Figure 4.3. Asians compared with whites in 2000 and 2001 on measures of quality of care (left) and access
to care (right)
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Better = Asians receive better quality of care or have better access to care than whites.

Same = Asians and whites receive about the same quality of care or access to care.

Worse = Asians receive poorer quality of care or have worse access to care than whites.

Source: SEER, USRDS, MEPS, CDC AIDS Surveillance System, NVSS-N, NIS, NHIS, NHDS, 2000-2001.

Of the 38 measures of quality with comparable data for 2000 and 2001, information on Asians or Asians
and Pacific Islanders in aggregate was available for 24. Of these 24 measures, Asians received poorer
quality of care than whites for about 10% of measures in both 2000 and 2001 and better quality of care
for about a third (Figure 4.3, left).

Between 2000 and 2001, 2 of these 36 measures demonstrated significant improvement among Asians
while none demonstrated significant deterioration: Asian children 19-35 months who received 1 dose of
varicella vaccine and high risk Asian adults 18-64 who received influenza vaccine both improved
between 2000 and 2001.

Of the 31 measures of access with comparable data for 2000 and 2001, information on Asians or Asians
and Pacific Islanders in aggregate was available for 26. Of these 26 measures, Asians had worse access
to care than whites for about a third of measures in both 2000 and 2001 (Figure 4.3, right).iii

Between 2000 and 2001, 1 of these 26 measures demonstrated significant improvement among Asians while
none deteriorated: ratings of overall health care improved among Asian adults between 2000 and 2001.

iii The difference between findings this year and last year may be explained by the smaller number of measures relating to
patient-provider communication and relationship, cultural competency, and health information in this year’s report.
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Racial and Ethnic Minorities

American Indians and Alaska Natives

In the 2003 NHDR, American Indians and Alaska Natives had poorer quality of care than whites for about a
quarter of quality measures. In the 2003 NHDR, AI/ANs had worse access to care than whites for about a
third of access measures, including lacking health insurance and having problems with patient-provider
communication.

Figure 4.4. American Indians and Alaska Natives compared with whites in 2000 and 2001 on measures of
quality of care (left) and access to care (right)
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Better = Al/ANs receive better quality of care or have better access to care than whites.

Same = AlI/ANs and whites receive about the same quality of care or access to care.

Worse: Al/ANs receive poorer quality of care or have worse access to care than whites.

Source: SEER, USRDS, MEPS, CDC AIDS Surveillance System, NVSS-N, NIS, NHIS, NHDS, 2000-2001.

Of the 38 measures of quality with comparable data for 2000 and 2001, information on the AI/AN
population was available for 21. Of these 21 measures, AI/ANs received poorer quality of care than
whites for about a third of measures in both 2000 and 2001 (Figure 4.4, left).

Between 2000 and 2001, none of these 21 measures demonstrated significant improvement among the
AI/AN population while 1 demonstrated significant deterioration: AI/AN infant mortality deteriorated
between 2000 and 2001.

Of the 31 measures of access with comparable data for 2000 and 2001, information on AI/ANs was
available for 16. Ofthese 16 measures of access, AI/ANs had worse access to care than whites for about
a half of measures in both 2000 and 2001 (Figure 4.4, right).

Between 2000 and 2001, none of these 16 measures demonstrated significant improvement among the
AI/AN population while 1 deteriorated: AI/ANs not satisfied with the quality of care they received
increased between 2000 and 2001.
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Priority Populations
Racial and Ethnic Minorities

Focus on Indian Health Service facilities. About 60% of AI/ANs nationwide rely on the Indian Health
Service to provide access to health care.!! In the 2003 NHDR, among diabetics served by IHS facilities, rates
of hemoglobin Alc measurement and flu vaccine were comparable to rates in the overall U.S. diabetic
population, while rates of retinal eye exam and foot examination were lower.!2 Due to low numbers and lack
of data, information about AI/AN hospitalizations is difficult to obtain in most Federal and State hospital data
sources. The 2004 NHDR begins to address this gap by examining data from IHS and tribal hospitals.
Diabetes and pneumonia are common causes of morbidity and mortality in AI/AN populations.

Figure 4.5. Hospitalizations for uncontrolled diabetes per 100,000 population in IHS and tribal hospitals
(left) and nationally (right) by race/ethnicity
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Source: IHS, National Patient Information
Reporting System, 2002 and HCUP SID
disparities analysis file (22 States), 2001.

® Hospitalizations for
uncontrolled diabetes among
AI/ANs in THS hospitals were
53 per 100,000 population in
IHS service areas in 2002
(Figure 4.5, left). In
comparison, national rates were
higher among blacks (85) and
Hispanics (44) than non-
Hispanic whites (17) in 2001
(Figure 4.5, right).

Figure 4.6. Hospitalizations for bacterial pneumonia per 100,000 population in IHS and tribal hospitals (left)
and nationally (right) by race/ethnicity
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Source: IHS, National Patient Information
Reporting System, 2002 and HCUP SID
disparities analysis file (22 States), 2001.

@ Hospitalizations for bacterial
pneumonia among AI/ANs in
IHS hospitals were 497 per
100,000 population in IHS
service areas in 2002 (Figure
4.6, left). In comparison,
national rates were higher
among blacks (495) and lower
among APIs (230) than non-
Hispanic whites (340) in 2001
(Figure 4.6, right).
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Racial and Ethnic Minorities

Native Hawaiians and Other Pacific Islanders

The ability to assess disparities among Native Hawaiians and Other Pacific Islanders for the NHDR has been
hampered by two main issues. First, the NHOPI racial category is relatively new to Federal data collection.
Prior to 1997, NHOPIs were classified as part of the Asian and Pacific Islander racial category and could not
be identified separately in most Federal data. In 1997, the Office of Management and Budget promulgated
new standards for Federal data on race and ethnicity and mandated that information about NHOPIs be
collected separately from information about Asians.!0 Federal agencies had until 2003 to be fully compliant
with these standards. Because both the 2003 NHDR and 2004 NHDR report predominantly on data collected
between 1999 and 2001, many of the databases used had not fully transitioned to the new standards. Hence,
few databases could provide any estimates for the NHOPI population. Second, when information about this
population was collected, databases often included insufficient numbers of NHOPIs to allow reliable
estimates.

Consequently, in the 2003 NHDR, estimates for the NHOPI population could be generated for only a handful
of NHDR measures. Similarly, in the 2004 NHDR, of the 38 measures of quality with comparable data for
2000 and 2001, estimates for NHOPIs could be made for only 10 (6 measures from the National Vital
Statistics System-Natality and 4 measures from the National Immunization Survey). Of the 31 measures of
access with comparable data for 2000 and 2001, estimates for NHOPIs could be made for only 2 (people
under age 65 with health insurance and people under age 65 with private health insurance from the National
Health Interview Survey). A lack of quality data on this population prohibits the 2004 NHDR from detailing
disparities for this group. However, as data become available, this information will be included in future
reports.
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Low Income Groups

Low Income Groups

The poor are defined as people living in families whose household income falls below specific poverty
thresholds. These thresholds va ry by family size and composition and are updated annually by the U.S.
Bureau of the Census. After falling for nearly a decade, from 2000 to 2002, the numbers of poor people in
America rose from 31.6 million to 34.6 million and the poverty rate increased from 11.3% to 12.1%. Poverty
varies by race and ethnicity. In 2002, 24% of blacks, 22% of Hispanics, 10% of Asians, and 10% of whites
were poor.13

People with low incomes often experience worse health and are more likely to die prematurely.!4 15 16 17 In
general, the poor have reduced access to high quality care. Income-related differences in quality of care that
are independent of health insurance coverage have also been demonstrated.!8

In previous chapters of this report, health care differences by income were described. These include
comparisons of low income with high income groups on diabetic services (Figure 2.2); influenza vaccination
(Figure 2.5); health insurance (Figure 3.1); specific source of ongoing care (Figure 3.3); patient perceptions of
need (Figure 3.4); problems getting referral to a specialist (Figure 3.5); patient-provider communication
(Figure 3.7); patient-provider relationship (Figure 3.8); office or outpatient visits (Figure 3.9); Medicare-
covered home health care (Figure 3.11); and mental health care (Figure 3.13). Rather than repeat these
findings, quality of and access to health care for the poor are summarized in this section.

In the 2003 NHDR, health care received by the poor! and by high incomeii individuals was compared for a
large number of measures related to quality of and access to care. In the 2004 NHDR, a subset of measures,
for which comparable data are available for 2000 and 2001, are highlighted. Data on all measures were not
available for the poor. See Tables 1.2 and 1.3 for lists of measures available for the poor and Appendix C for
data on each measure for the poor.

Changes in income-related differences over these 2 years are examined. For each measure, the poor can
receive care that is worse than, about the same as, or better than care received by people with high incomes.
Only relative differences of at least 10% and that are statistically significant with p<0.05 are discussed in this
report.

Community health centers are vital sources of health care for many low income individuals. These centers are
also effective at reducing disparities; black-white disparities in overall mortality and prenatal care and
Hispanic-white disparities in tuberculosis case rates and prenatal care are smaller in States with better
coverage of low income persons by community health centers.!® Information on quality of and access to care
provided by community health centers as well as on racial, ethnic, and socioeconomic differences in CHC care
is also presented in this section.

In the 2003 NHDR, the poor had lower quality of care than high income people for about two-thirds of quality
measures with available data, including not receiving screening for cancer or cardiovascular risk factors and
not receiving recommended childhood and adult immunizations. In the 2003 NHDR, the poor had worse
access to care than high income people for about two-thirds of access measures, including lacking health
insurance or a usual source of health care, having problems getting referred to a specialist, and rating their
health care poorly.

iHousehold income less than Federal poverty thresholds.
iiHousehold income 400% of Federal poverty thresholds and higher.
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Priority Populations
Low Income Groups

In the 2004 NHDR, 38 measures of quality of health care with comparable data for 2000 and 2001 are
highlighted. These measures come from SEER, USRDS, MEPS, CDC AIDS Surveillance System, NVSS-N,
NIS, NHIS, and NHDS. Mortality measures from vital statistics are excluded to allow focus on quality
measures more directly related to health care. In the 2004 NHDR, 31 measures of access to health care with
comparable data for 2000 and 2001 are also highlighted. These measures come from MEPS and NHIS. Health
care utilization measures are excluded to allow focus on measures more directly related to access to care.

Figure 4.7. Poor compared with high income individuals in 2000 and 2001 on measures of quality of care
(left) and access to care (right)
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Better = The poor receive better quality of care or have better access to care than high income people.
Same = The poor and high income people receive about the same quality of care or access to care.
Worse = The poor receive poorer quality of care or have worse access to care than high income people.
Source: MEPS, NIS, NHIS, 2000-2001.

® Of the 38 measures of quality with comparable data for 2000 and 2001, information on income was not
available for 16. Of the remaining 22 measures, the poor received lower quality of care than high income
individuals for about 60% of measures in both 2000 and 2001 (Figure 4.7, left).

® Between 2000 and 2001, only 1 of these 22 measures demonstrated significant improvement among
different income groups: children 19-35 months who received 1 dose of varicella vaccine improved
among poor children.

o Information on income was available for all 31 of the measures of access with comparable data for 2000
and 2001. The poor had worse access to care than high income individuals for over 80% of measures in
both 2000 and 2001 (Figure 4.7, right).

® Between 2000 and 2001, 4 of the 31 measures demonstrated significant improvement among high
income people while none demonstrated significant improvement among the poor. Six access measures
declined among the poor compared with two measures among those with high income.
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Low Income Groups

Focus on Federally Supported Health Centers

Community health centers serve a disproportionate share of the Nation’s poor, uninsured, and racial/ethnic
minorities and exist in areas where economic, geographic, and/or cultural barriers limit access to care. These
centers are authorized under the Health Centers Consolidated Care Act of 1996, which amended section 330
of the Public Health Service Act and is administered by the Health Resources and Services Administration.
Within the Consolidated Health Center program, there are several types of health centers that focus on
providing care to specific vulnerable populations. HRSA awards grants to community health centers under
section 330(e) to increase access to comprehensive primary and preventive health care and improve the health
status of underserved and vulnerable populations throughout the United States and its territories. Health
centers may also receive funding to provide services to special populations including homeless individuals,
migant and seasonal farm workers, and individuals residing in public housing, through individual health
center grant mechanisms authorized under sections 330(g), 330(h), and 330(i), respectively.

In 2002, 843 HRSA-funded health centers reported delivering primary and preventive care to 11.3 million
patients at some 3,400 service sites under the authority of section 330 of the Public Health Service Act.
Eighty-eight percent of these health centers (N=743) received section 330(e) funding and 9.9 million people
were served through this CHC funding. Sixty-four percent of individuals receiving care through these
community health centers (N=6.4 million) had incomes below 100% of the Federal pove 1ty level, 33% were
uninsured, 50% had public insurance, and 62% belonged to a racial or ethnic minority group. Thus,
community health centers are a critical source of care for low income individuals and racial/ethnic minorities.

The Presidential Initiative to expand health centers will create 1,200 new or expanded health centers by the
year 2006, resulting in the provision of comprehensive primary and preventive care to a projected additional 6
million people, many of whom face multiple barriers to receiving health care. As health centers expand, they
will also continue to generate knowledge on improving primary and preventive care delive ry at the practice
and system levels among underserved populations. Such information has the potential to achieve
improvements in access to and quality of care for racial/ethnic minorities and the poor.

This NHDR focuses on care provided by these CHCs with data from the 2002 HRSA Community Health
Center User Survey. This survey is sponsored by HRSA and provides nationally representative data about the
users of health centers receiving section 330(e) funding and the services they utilize. A total of 2,129
completed interviews were conducted from eligible users in 70 selected grantees to provide estimates for over
6 million CHC users (N=6,115,098). Representative data from health centers funded under section 330 to
provide services for special populations are collected via distinct surveys.
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Low Income Groups

Quality of health care. Screening for cancer is an important element of preventive care in the adult
population and a critical service provided by community health centers.

Figure 4.8. Women 40 and older in community health centers who reported having a mammogram in the
past 2 years by race, ethnicity, and education, 2002
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Figure 4.9. People 50 and older in community health centers who reported having a sigmoidoscopy in the
past 3 years by race, ethnicity, and education, 2002
50 Source: HRSA Community Health Center User Survey, 2002.

Reference population: People 50 and older who receive care in
community health centers.
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iiiNote that the Community Health Center User Survey asks about sigmoidoscopy in the past 3 years while the NHIS asks
about ever having sigmoidoscopy. Hence, it should be expected that the CHC rate would be lower than the NHIS rate.
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Low Income Groups

Access to health care. An important element of access to care is having a usual source of care. Community
health centers are the usual source of care for many low income and minority individuals.

Figure 4.10. People in community health centers who have a usual source of care by race, ethnicity, and
education, 2002

Source: HRSA Community Health Center User Survey, 2002.
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These data provide empiric evidence that HRSA-funded community health centers are successful in fulfilling
their mission to improve access to care for millions of Americans and provide quality care to the patients they
serve, regardless of race/ethnicity or socioeconomic status. Furthemmore, racial/ethnic minority groups of
users met or exceeded the Healthy People 2010 objectives for receiving mammography (70%) and for having
a usual source of care (90%). These accomplishments may reflect health centers’ longstanding community-
oriented strategy of delivering health care and their participation in quality improvement initiatives such as the
Health Disparities Collaboratives.
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Women

Women

Census 2000 counted 140 million females, 51% of the U.S. population, of whom 40 million are members of
racial or ethnic minority groups.20 By 2050, it is projected that just under half of females in the United States
will be members of racial or ethnic minority groups.2! The ratio of males to females is highest at birth, when
male infants outnumber female infants, and gradually declines with age due to higher male mortality rates.
Among Americans 85 and older, women outnumber men by more than 2 to 1.22 Poverty dispropationately
affects women; almost 13 million women lived in households with income below the Federal pove rty level in
2001.23

Women in the United States have a life expectancy 5 years longer than men and lower age-adjusted death rates
than men for 13 of the 15 leading causes of death.2# However, women are more likely than men to report
having arthritis, asthma, autoimmune diseases, and depression.23 Overall, many women’s health needs are
inadequately addressed.2> Among women, racial and ethnic differences in mortality and health status are
observed. Black women have higher death rates than white women due to heart disease, cancer, and stroke
while Hispanic, API, and AI/AN women have lower death rates due to these conditions.23 Black and Hispanic
women are also more likely to report fair or poor overall health and having diabetes. Poor or near poor
women are more likely to report fair or poor overall health; limitations of activity; and having anxiety or
depression, arthritis, asthma, diabetes, hypertension, obesity, and osteoporosis.26

In general, gender differences in quality of care are small. However, significant gender differences in
cardiovascular care have been demonstrated. Among women, racial, ethnic, and socioeconomic differences in
quality of care exist. Racial and ethnic differences are noted in receipt of cardiovascular procedures, cancer
screening, and management of fibroids.2” Socioeconomic differences are noted in receipt of Pap tests and
mammograms.?8 Women are more likely to obtain preventive services than men.23 Among women, racial,
ethnic, and socioeconomic differences in access to care are observed. Black women are more likely than
white women to report forgoing needed physician care; and Hispanic women are more likely than non-
Hispanic white women to report lack of health insurance and coverage for dental and vision care, not having a
regular health care provider, not seeing a specialist when needed, and problems communicating with
physicians.2? Poor and near poor women are more likely than high income women to report lack of health
insurance, dissatisfaction with their health plan when insured, and not having a usual source of care.28

Many measures of relevance to women are tracked in the NHDR. Findings presented here seek to highlight
conditions and topics of particular importance to quality of and access to health care for women including:
Cancer
Diabetes
Heart disease
Osteoporosis
Matemity care

Usual source of care
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Women

Quality of Health Care

Cancer. An estimated 670,000 women in the United States will be diagnosed with cancer in 2004. Cancer
incidence has been stable among men since 1995 but continues to rise among women. An estimated 270,000
women in the United States will die from cancer in 2004, making it the second leading cause of death after
heart disease. Breast cancer is the most common cancer affecting women, accounting for a third of new
cancers among women each year.30

Access to appropriate cancer screening services for all populations is a core element of efforts to reduce
cancer health disparities.3! Mammography is an effective means of reducing the incidence of late stage breast
cancer and mortality caused by this cancer. In the 2003 NHDR, mammography was received less often by
black, Asian, and AI/AN women compared with white women, by Hispanic women compared with non-
Hispanic white women, and by low income and less educated women compared with more affluent women.
In the 2004 NHDR, findings related to late stage breast cancer are highlighted.

Figure 4.11. Age-adjusted rate of late stage (stage Il or higher) breast cancer per 100,000 women age 40
and older by race (left) and ethnicity (right), 1992-2001

200 == White —— AP| 200 —8— Non-Hispanic White
—é— Black —= AIAN = — Hispanic
150 m
[
- /
:: N T ~ N
100
50
| I | \ | | ! | ! I
\eRpe ] Q A
AT 32 0P (o0 000 \oT 40P \02R 0 ot A0 A0 o (090,000 0BT 103 9P oot oo

Source: SEER, 1992-2001.
Reference population: Women age 40 and older.

In all years, rates of late stage breast cancer were lower among API and AI/AN women compared with
white women and among Hispanic women compared with non-Hispanic white women (Figure 4.11).
Black-white differences were not significant.

Between 1992 and 2001, rates of late stage breast cancer decreased among black and AI/AN women.
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Diabetes. In 2002, over 9.3 million women in the United States had diabetes.32 Women are at greater risk
than men for some complications related to diabetes, including diabetic ketoacidosis and cardiovascular
disease due to diabetes.33 In addition, poorly controlled diabetes during early pregnancy increases the risk for
spontaneous abortion and major birth defects.32 High quality management of diabetes includes hemoglobin
Alc determination, lipid management, eye examination, foot examination, and influenza immunization.34 3
Findings related to receipt of retinal eye examination by diabetic women are presented here. In 2001, diabetic
men and women were equally likely to have a retinal eye examination in the past year (MEPS, 2001).

Figure 4.12. Women with diabetes who had a retinal eye exam in the past year by race, ethnicity, and
income, 2000-2001

Percent

Source: Medical Expenditure Panel Survey, 2000-2001.
Reference population: Civilian noninstitutionalized women with diabetes age 18 and older.

o In 2001, the proportion of adults with diabetes who had a retinal eye examination in the past year was
lower among Hispanic compared with non-Hispanic white women and among poor and near poor
compared with high income women (Figure 4.12). Black-white differences were not significant.

@ Between 2000 and 2001, rates of retinal eye examination improved among middle income diabetic
women but did not change significantly among any racial or ethnic group.
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Women

Heartdisease. Each year, about half a million women die of cardiovascular disease including 250,000 who
die of heart attacks and 90,000 who die of stroke.3¢ Although heart disease is the leading cause of death
among both women and men, gender differences in cardiovascular care have been demonstrated and may
relate to gender differences in disease presentation. Moreover, although major risk factors for cardiovascular
disease can often be prevented or controlled through lifestyle changes, physicians are less likely to counsel
women than men about diet, exercise, and weight reduction.37 After a first heart attack, women are less likely
than men to receive diagnostic and therapeutic procedures38 and cardiac rehabilitation3® and more likely to die
or have a second heart attack.#0 Measures of quality of care for heart disease tracked in the NHDR include
screening and counseling for cardiovascular risk factors, acute treatment of myocardial infarction and heart
failure, and chronic management of hypertension and congestive heart failure. Findings related to receipt of
aspirin and beta-blockers when hospitalized for acute myocardial infarction are highlighted here.

Figure 4.13. Elderly Medicare beneficiaries hospitalized for acute myocardial infarction who received
aspirin (left) and beta-blockers (right) within 24 hours of admission by gender and race/ethnicity,
2000-2001

100 Receipt of aspirin 100 Receipt of beta-blockers
Total Black - Total lack
. . White Hispanic
i B white Hispanic 90
£ €
g 80 g 80
£ @
& a
70 70
] ]
50 L] 50 i |

Women
Men

Source: CMS Quality Improvement Organization Program, 2000-2001.
Reference population: Medicare beneficiaries age 65 and older hospitalized for acute myocardial infarction.
Note: White and Black are non-Hispanic groups.

In 2001, elderly female Medicare beneficiaries hospitalized for acute myocardial infarction were less
likely than male beneficiaries to receive aspirin within 24 hours of admission. Among elderly female
Medicare beneficiaries, the proportion who received aspirin within 24 hours of admission was similar
among non-Hispanic white, black, and Hispanic women (Figure 4.13, left).

In 2001, elderly female Medicare beneficiaries hospitalized for acute myocardial infarction were also less
likely than male beneficiaries to receive beta-blockers within 24 hours of admission. Among both elderly
female and male Medicare beneficiaries, the proportions who received beta-blockers within 24 hours of
admission were lower among Hispanics compared with non-Hispanic whites (Figure 4.13, right). Black-
white differences were not significant.
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Women

Osteoporosis. Osteoporosis is a disease characterized by loss of bone tissue that increases the risk of
fractures of the hip, spine, and wrist. About 10 million people in the United States have osteoporosis and
another 34 million with low bone mass are at risk for developing this disease. Because older women are at
highest risk for osteoporosis, the U.S. Preventive Services Task Force recommends routine screening of
women 65 and older for osteoporosis. White and Asian women are at greater risk for osteoporosis than black
and Hispanic women.4!

Figure 4.14. Elderly female Medicare beneficiaries who reported ever being screened for osteoporosis with
a bone mass or bone density measurement by race, ethnicity, and income, 2000
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Percent

Source: Medicare Current Beneficiary Survey, 2000.
Reference population: Female Medicare beneficiaries age 65 and older living in the community.

In 2000, the proportion of elderly female Medicare beneficiaries who were ever screened for osteoporosis
with a bone mass or bone density measurement was lower among black compared with white women;
among Hispanic compared with non-Hispanic white women; and among poor, near poor, and middle
income compared with high income women (Figure 4.14).



National Healthcare Disparities Report

Priority Populations
Women

Matemity care. Childbirth and reproductive care are the most common reasons for women of childbearing
age to use health care. With more than 11,000 births each day in the United States, childbirth is the most
common reason for hospital admission.#2 Comprehensive prenatal care may prevent complications of
pregnancy and reduce preterm labor and neonatal mortality.#3 Given that birth outcomes may have lifetime

effects, prenatal care is highly cost effective.#4 Findings related to initiation of prenatal care in the first
trimester by pregnant women are presented here.

Figure 4.15. Mothers with prenatal care in the first trimester by race, ethnicity, and education, 2000-2001
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Source: National Vital Statistics System - Natality, 2000-2001.
Reference population: Women with live births.

o In both 2000 and 2001, the proportion of mothers who initiated prenatal care in the first trimester was
lower among black, NHOPI, and AI/AN women compared with white women; lower among Hispanic
compared with non-Hispanic white women; and lower among women with less than a high school
education or high school graduates compared with women with any college education (Figure 4.15).

@ Between 2000 and 2001, rates of prenatal care in the first trimester did not change significantly among
any racial, ethnic, or educationgroup.
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Women

Information about income is not typically collected on birth cettificates, so education is commonly used as a
proxy for SES. Racial and ethnic minorities have disproportionately less education than whites. To
distinguish the effects of race, ethnicity, and education on quality of health care, measures are presented by
level of education.

Figure 4.16. Mothers with prenatal care in the first trimester by race (left) and ethnicity (right) stratified by
education, 2001
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Source: National Vital Statistics System - Natality, 2001.
Reference population: Women with live births.

Education explains some but not all of the differences in health care among women by race and ethnicity.

Racial and ethnic differences in mothers who initiate prenatal care in the first trimester tend to persist
among women with similar education (Figure 4.16).

Only college educated whites and non-Hispanic whites achieved the Healthy People 2010 (HP2010) goal
of 90% of mothers receiving prenatal care in the first trimester.
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Women

Access to Health Care

Usual source of care. Patients with a usual source of care are more likely to receive blood pressure and
cholesterol monitoring, flu shots, Pap tests, and mammograms.4> Having a primary care provider as one’s
usual source of care also leads to lower long-term health care costs.46

Figure 4.17. People with a usual primary care provider by gender and race (top left), ethnicity (top right),
and income (bottom left), 2001
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80 Reference population: Civilian noninstitutionalized population.
Note: People are defined as having a usual primary care provider if
they usually go to the same health professional when they are sick or

= . need advice about their health; have new health problems; need

Males preventive care such as general checkups, examinations, and
immunizations; and need referrals to other health professionals.

Females

In 2001, females were more likely to have a usual primary care provider than males (Figure 4.17).

Among both females and males, the proportions with a usual primary care provider were lower among
Hispanics compared with non-Hispanic whites and among poor and near poor compared with high
income people. Racial differences were not significant.
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Census 2000 counted 72.3 million Americans, or 26% of the U.S. population, under age 18.47 In 2001, over 4
million babies were born in the United States.48 Racial and ethnic minorities account for almost 40% of all

children.4® In 1999, almost 17% of children lived in families with incomes below the pove 1ty level compared
with 11% of adults.50

In 2002, black children and American Indian or Alaska Native children had death rates about 1.5 to 2 times
higher than white children. Black infants were more than twice as likely to die during their first year than
white infants.5! In 1996, Hispanic children were over twice as likely to report fair or poor health than non-
Hispanic white children.>2

Quality of health care among children varies by race, ethnicity, and SES.53 Differences have been observed in
childhood immunization,3* management of asthma,>s and evaluation and treatment for attention-
deficit/hyperactivity disorder.56 Access to health care among children also varies by race, ethnicity, and SES.
Rates of uninsurance and public coverage;>7 getting a routine appointment as soon as wanted, receiving
needed care, and patient experiences during care;58 rating of health care;5° and health care utilization and
expenditures®® differ among children by race, ethnicity, and SES.

Many measures of relevance to children are tracked in the NHDR. Findings presented here seek to highlight
conditions and topics of particular importance to children’s quality of and access to health care including:

Vaccinations

Obesity

Asthma

Patient safety

Health insurance

Patient-provider communication

In addition, the final section of this chapter, which discusses individuals with special health care needs,
focuses on children this year. In that section, data from the 2001 National Survey of Children with Special
Health Care Needs are presented to assess disparities among this group of children.




National Healthcare Disparities Report

Children

Quality of Health Care

Vaccinations. Childhood vaccinations protect recipients from illness and disability and others in the

community who cannot be vaccinated, such as small children and people who are immunosuppressed. They
are important for reducing mortality and morbidity in populations.

Figure 4.18. Children age 19-35 months who received all recommended vaccines by race (top left),
ethnicity (top right), and income (bottom left), 2000-2002
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In all 3 years, the proportion of children who received all recommended vaccines was lower among black
compared with white children; Hispanic compared with non-Hispanic white children; and poor, near
poor, and middle income compared with high income children (Figure 4.18).

Between 2000 and 2002, vaccination improved among Asian, Hispanic, and high income children.
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Children

Figure 4.19. Children age 19-35 months who received all recommended vaccines by race (left) and
ethnicity (right) stratified by family income, 2002
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Source: National Immunization Survey, 2002.

Reference population: Civilian noninstitutionalized population age 19-35 months.

Note: Recommended vaccines for children 19-35 months include 4 doses of DTaP vaccine, 3 doses of polio vaccine, 1 dose of MMR
vaccine, 3 doses of H. influenzae type B vaccine, and 3 doses of hepatitis B vaccine.

Only high income whites, Asians, and non-Hispanic whites achieved the HP2010 goal of 80% of children
receiving all recommended vaccines (Figure 4.19).
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Obesity and overweight. Childhood obesity is a risk factor for diabetes, hypertension, and high cholesterol.6!
In the past 20 years, the prevalence of overweight (defined as age-gender specific body mass index at 95th
percentile or higher) among children ages 6-11 has doubled, and the prevalence among adolescents ages 12-19
has tripled. In 1999-2000, 27% of Mexican boys and 18% of non-Hispanic black boys were overweight
compared with 16% of boys ages 6-11 overall; 20% of Mexican girls and 22% of non-Hispanic black girls
were overweight compared with 15% of girls overall.#8 Lack of physical activity is a major contributor to
childhood obesity, and routine promotion of physical activity among young people is recommended.62

Figure 4.20. Children ages 2 to 17 whose parents reported advice from a doctor or other health provider
about amount and kind of physical activity by race, ethnicity, and income, 2001
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Source: Medical Expenditure Panel Survey, 2001.
Reference population: Civilian noninstitutionalized population age 2-17.

@ In 2001, the proportion of parents with children 2 to 17 who had advice from a doctor or other health
provider about amount and kind of physical activity was higher among parents of children with special
health care needs (Figure 4.20).

® Among both CSHCN and other children, report of advice about physical activity was lower among
parents of poor and near poor compared with high income children. Racial and ethnic differences were
not significant.
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Children

Asthma. Asthma is one of the most prevalent chronic diseases affecting children. In 2002, 8.6% of black and
5.2% of white children and 8% of poor and 5.5% of non-poor children had an asthma attack.63 Good asthma
management, including anti-inflammatory medicine and a written action plan, can prevent asthma attacks and
reduce use of emergency rooms and hospitals.

Figure 4.21. Hospital admissions for asthma per 10,000 children by race, 1998-2001
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Source: National Hospital Discharge Survey, 1998-2001.
Reference population: Children age 0-17.

In all 3 years, rates of hospital admissions for asthma were higher among black children than white
children (Figure 4.21).

Between 1998 and 2001, rates of hospitalization for asthma did not change significantly among black or
white children.




National Healthcare Disparities Report
Priority Populations
Children

Patient safety. Measures of patient safety tracked in the NHDR are part of AHRQ’s Patient Safety
Indicators.¢4 Birth trauma counts injuries to full-term infants born alive in the hospital.
Figure 4.22. Birth trauma injury per 1,000 live births by race/ethnicity (left) and area income (right), 2001
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Source: HCUP State Inpatient Databases disparities analysis file, 2001.

Reference population: Live births.
Note: White, Black, and API are non-Hispanic groups.

@ In 2001, rates of birth trauma were lower among Hispanic compared with non-Hispanic white children
and among residents of poorer ZIP Codes compared with residents of ZIP Codes with income of $45,000

and over (Figure 4.22). Black-white differences were not significant.
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Children

Access to Health Care

Health insurance. Health insurance greatly facilitates access to health care. Uninsured Americans are more
likely to report needing but not receiving medical care®s and tend to receive fewer preventive and therapeutic
services.% During the late 1990’%, insurance coverage among children increased due to State insurance
expansions for low income children and the State Children’s Health Insurance Program (SCHIP).60

Figure4.23. Children with health insurance by race (top left), ethnicity (top right), and income (bottom left),
1999-2001
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Patient-provider communication. Effective patient-provider communication involves listening, asking
questions, explaining information, and showing respect for patient concerns. Overall, parents are less likely to
report problems communicating with their child’s provider than adults in general report about communicating
with their own providers. For example, 10.4% of adults report that their provider sometimes or never listens
carefully while only 6.8% of parents report that their child’s providers sometimes or never listen carefully
(MEPS, 2001).

Figure 4.24. Children whose parents report that their child’s providers sometimes or never listen carefully
to them by race, ethnicity, and income, 2001
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Source: Medical Expenditure Panel Survey, 2001.
Reference population: Civilian noninstitutionalized parents with children age 0-17.

@ In 2001, the proportion of parents who reported that their child’s providers sometimes or never listen
carefully to them was higher among parents of CSHCN (Figure 4.24).

® Among both CSHCN and other children, reports of providers who sometimes or never listen carefully
were higher among poor and near poor children compared with high income children.

® Among children without special health care needs, report of providers who sometimes or never listen
carefully was also higher among Hispanic compared with non-Hispanic white children. Black-white
differences were not significant.
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Elderly

The elderly (age 65 and over) numbered 35.6 million in 2002, an increase of 3.3 million, or 10.2%, since
1992. About 1 in every 8 Americans is in this age group. By the year 2030, the elderly population will more
than double to 71.5 million. Older women outnumber older men (20.8 million vs. 14.8 million). Members of
minority groups are projected to represent 26.4% of the elderly in 2030, up from 16.4% in 2000. About 3.6
million elderly lived below the poverty level in 2002, corresponding to a poverty rate of 10.4%. Another 2.2
million or 6.4% of the elderly were classified as near poor (income between the poverty level and 125% of
this level).67

On average, 65-year-olds can expect, to live an additional 18.1 years. In 2003, 38.6% of noninstitutionalized
older persons assessed their health as excellent or ve ry good compared with 66.6% of persons ages 18-64, and
older blacks and Hispanics were less likely to rate their health as excellent or good than older whites. Most
older people have at least one chronic condition. In 1997, more than half of the elderly reported a disability
and over a third reported a severe disability.67

The Medicare program provides core health insurance to nearly all elderly Americans and reduces many
financial barriers to acute and post-acute care services faced by the elderly. The Medicare Prescription Drug
Improvement and Modernization Act of 2003 added important new prescription drug and preventive benefits
to Medicare and provides extra financial help to people with low incomes. Consequently, differences in
access to and quality of health care tend to be smaller among Medicare beneficiaries than among younger
populations. However, racial, ethnic, and socioeconomic differences are still observed among the elderly.

Surweys of the general population often do not include enough elderly to examine racial, ethnic, or SES
differences in health care. Consequently, this report relies upon data from the Medicare Current Beneficiary
Surwey to examine disparities in access to and quality of care.

Many measures of relevance to the elderly are tracked in the NHDR. Findings presented here seek to
highlight conditions and topics of particular importance to quality of and access to health care among elderly
Americans including:

Cancer

Vaccinations

Usual source of care

Patient perceptions of need




National Healthcare Disparities Report

Elderly

Quality of Health Care

Cancer. Among the elderly, high quality health care includes screening for cancer and cardiovascular risk
factors. Of all cancers that can be prevented by screening, colorectal cancer is the most deadly, causing over
55,000 deaths each year. Screening for colorectal cancer with fecal occult blood testing or sigmoidoscopy is
an effective means of reducing the incidence of late stage disease and mortality caused by this cancer. The
2003 NHDR showed that while the elderly are more likely to receive colorectal cancer screening than younger
age groups, racial, ethnic, and socioeconomic differences exist (NHIS, 2000). This year, more robust
estimates from the MCBS are highlighted.

Figure 4.25. Elderly Medicare beneficiaries who reported ever having sigmoidoscopy or colonoscopy by
race, ethnicity, and income, 2000
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Source: Medicare Current Beneficiary Survey, 2000.
Reference population: Medicare beneficiaries age 65 and older living in the community.

In 2000, the proportion of elderly Medicare beneficiaries who reported ever having sigmoidoscopy or
colonoscopy was lower among those age 85 and older than among those age 65 to 74.

Within all age groups, receipt of sigmoidoscopy or colonoscopy was lower among black compared with
white elderly and among poor, near poor, and middle income compared with high income elderly (Figure
4.25). In addition, receipt of sigmoidoscopy or colonoscopy was lower among API compared with white
elderly and Hispanic compared with non-Hispanic white elderly age 65 to 74 and age 75 to 84.

High income elderly of all racial and ethnic groups and middle income whites achieved the HP2010 goal of
50% screened with sigmoidoscopy or colonoscopy while other racial, ethnic, and income groups did not.
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Elderly

Vaccinations. Vaccination of the elderly is an effective strategy for reducing illness and death associated with
pneumococcal disease and influenza.

Figure 4.26. Elderly Medicare beneficiaries that ever had pneumonia vaccination by race (top left), ethnicity
(top right), and income (bottom left), 1998-2000
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Racial and ethnic minorities are disproportionately poor. To distinguish the effects of race, ethnicity, and
income on health care utilization, measures are presented by income level.

Figure 4.27. Elderly Medicare beneficiaries that ever had pneumonia vaccination by race (left) and ethnicity
(right) stratified by income, 2000
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Source: Medicare Current Beneficiary Survey, 2000.
Reference population: Medicare beneficiaries age 65 or older living in the community.

Income explains some but not all of the differences in health care among the elderly by race and
ethnicity.

Black-white differences in pneumonia vaccination tend to attenuate among people with high incomes.
However, they persist among the poor and near poor (Figure 4.27).

Hispanic—non-Hispanic white differences in pneumonia vaccination are present at all income levels.

No group achieved the HP2010 goal of 90% of elderly vaccinated against pneumococcal disease.



National Healthcare Disparities Report

Elderly

Access to Health Care

Usual source of care. Not having a usual source of care can prevent patients from receiving needed services.
The 2003 NHDR reported that the elderly are more likely that younger age groups to have a specific source of
ongoing care, but racial, ethnic, and socioeconomic differences exist.

Figure 4.28. Elderly Medicare beneficiaries with no usual source of care by race (top left), ethnicity (top
right), and income (bottom left), 1998-2000
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Patient perceptions of need. In the 2003 NHDR, the elderly were less likely than younger age groups to
report difficulties or delays in obtaining health care and not getting routine care or care for illness or injury as

soon as wanted. However, racial, ethnic, and socioeconomic differences in patient perceptions of need were
observed.

Figure 4.29. Elderly Medicare beneficiaries with delayed care due to cost by race (top left), ethnicity
(top right), and income (bottom left), 1998-2000
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Source:Medicare Current Beneficiary Survey, 1998-2000.
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In all 3 years, the proportion of elderly Medicare
beneficiaries who reported delayed care due to
8 cost was higher among poor and near poor
compared with high income elderly (Figure 4.29).
6 : Between 1998 and 2000, delayed care due to cost
?‘; did not change significantly for any racial, ethnic,
L)
a

or income group.
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Residents of Rural Areas

One in five Americans lives in a non-metropolitan area. Compared with their urban counterparts, mral
residents are disproportionately elderly and poor.68

Rural residents are more likely to report fair or poor health, to have chronic conditions such as diabetes, and to
die from heart disease.t8 ¢ Residents of the most rural counties experience “the highest death rates for
children and young adults ... and the highest mortality for ischemic heart disease and suicide among men.” 70

There are fewer health care providers per capita in rural areas than in non-rural areas. Although 20% of
Americans live in rural areas, only 9% of the Nation’s physicians practice in rural areas.”! There are programs
to address the need for physicians in rural areas, such as the National Health Service Corps Scholarship
Program, and programs that deliver care in rural areas, such as the Indian Health Service and community
health centers. In addition, many non-physician providers work in rural areas and help to deliver needed
services. However, many facilities that rural residents rely upon, such as small rural hospitals, have closed or
are in financial distress.”?

Transportation needs are also pronounced among rural residents, who face longer distances to reach health
care delivery sites. Residents of “frontier counties” i find it patticularly difficult to obtain health care due to
long distances and travel times to sources of care. Of the 940 “frontier counties,” most have limited health
care services and 78 do not have any at all.73 74

Rural residents are less likely to receive recommended preventive services and report, on average, fewer visits
to health care providers.”S Rural minorities appear to be particularly disadvantaged, and differences are
observed in cancer screening and management of cardiovascular disease and diabetes.”6 77

Many measures of relevance to residents of rural areas are tracked in the NHDR. In the 2003 NHDR, racial,
ethnic, and socioeconomic comparisons among residents of areas outside of metropolitan statistical areas
(MSAs) were presented. Recognizing that the broad category “non-MSA” masks considerable heterogeneity
across the urban-rural continuum, more detailed geographic typologies have been applied to two AHRQ
databases for the 2004 NHDR.

i “Frontier countries have a population density of less than seven persons per square mile, and residents travel a significant
distance for health care.
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HCUP State Inpatient Databases. This year, data from the HCUP State Inpatient Databases use new Federal
definitions of metropolitan, micropolitan, and non-core based statistical areas published in June 2003 (Table
4.1).78 HCUP urban-rural contrasts compare residents of micropolitan and non-core based statistical areas
with residents of metropolitan statistical areas. HCUP data are used to provide information about quality of
care including:

Diabetes

Heart disease

Child health

Patient safety

Medical Expenditure Panel Survey. This year, data from MEPS also use new Federal definitions. In
addition, Urban Influence Codes are used to further subdivide metropolitan and non-core based statistical
areas (Table 4. 1). MEPS urban-rural contrasts compare residents of small metropolitan, micropolitan, and
non-core based statistical areas with residents of large metropolitan statistical areas. MEPS data are used to
provide information about access to care including:

Health insurance

Difficulty getting care

Health care utilization

Table 4.1. Urban-rural categories used in HCUP State Inpatient Databases and MEPS analyses

HCUP SID disparities | Metropolitan statistical Micropolitan statistical Non-core based statistical
analysis file, 2001: area (metro): Urban area area (micro): Urban area | area (non-core): Not metro or
New Federal categories | of 50,000 or more inhabitants | of at least 10,000 but less | micro
than 50,000

MEPS, 2001: Divides Large Small Micropolitan Non-core adjacent: | Non-core not
metro and non-core metropolitan:| metropolitan: Non-core adjacent | adjacent:
using Urban Influence | Metroof 1 | Metro of less to metro or micro | Non-core not
Codes million or than 1 million adjacent to

inhabitants | inhabitants metro or micro
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Quality of Health Care

Diabetes. Effective outpatient care for diabetes reduces admissions for uncontrolled diabetes. Although not
all admissions for uncontrolled diabetes can be avoided, rates in populations tend to vary with access to
outpatient services.

Figure 4.30. Adult admissions for uncontrolled diabetes without complications per 100,000 population by
race/ethnicity, 2001

Source: HCUP SID disparities analysis file, 2001.
200 Reference population: Civilian noninstitutionalized population age
B white pop pop 9

18 and older.
Black

Hispanic

e In 2001, rates of adult admissions for
uncontrolled diabetes were higher among
residents of micropolitan and non-core based
statistical areas than among residents of
metropolitan statistical areas.

150
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Rate

® Admission rates for uncontrolled diabetes were
higher among Hispanics than among non-
Hispanic whites in metropolitan areas and higher
among blacks than among non-Hispanic whites

l l in all geographic areas (Figure 4.30).
. -

Metropolitan Micropolitan Non-Core

50

Heartdisease. Inpatient death rates may in part reflect access to high quality hospital care.

Figure 4.31. Deaths per 1,000 adult admissions for acute myocardial infarction by race/ethnicity, 2001

Source: HCUP SID disparities analysis file, 2001.
200 . Reference population: Adults age 18 and older hospitalized with
B white acute myocardial infarction.
Note: White and Black are non-Hispanic groups.

Black
Hispanic
150

SG l l
ol

Metropolitan  Micropolitan Mon-Core

e In 2001, inpatient death rates among adults
admitted for acute myocardial infarction were
higher among residents of micropolitan and non-
core based statistical areas than among residents
of metropolitan statistical areas.

o Inpatient death rates were higher among
Hispanics than among non-Hispanic whites in
non-core based statistical areas (Figure 4.31).
Black-white differences were not significant.
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Child health. Effective primary care for children should result in fewer admissions for pediatric
gastroenteritis.

Figure 4.32. Pediatric admissions for gastroenteritis per 100,000 population by race/ethnicity, 2001

Source: HCUP SID disparities analysis file, 2001.
B white Reference population: Children age 0 to 17.
Black Note: White and Black are non-Hispanic groups.
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iz e In 2001, admission rates for pediatric

gastroenteritis were higher among residents of
micropolitan and non-core based statistical areas
than among residents of metropolitan statistical
areas.

Rate
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® Admission rates for pediatric gastroenteritis were
similar among all racial/ethnic groups in all
statistical areas (Figure 4.32).
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Patient safety. AHRQ’s Patient Safety Indicators capture adverse events associated with inpatient care but
cannot distinguish between events that are avoidable and unavoidable.

Figure 4.33. Deaths per 1,000 discharges with complications potentially resulting from care
(failure to rescue) by race/ethnicity, 2001

Source: HCUP SID disparities analysis file, 2001.

Reference population: People discharged with complications
potentially resulting from care.

Note: White, Black, and API are non-Hispanic groups.

200
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o In 2001, rates of death associated with
complications potentially resulting from hospital
care (failure to rescue) were lower among
residents of micropolitan and non-core based
statistical areas than among residents of
metropolitan statistical areas.

® Rates of death associated with complications
were higher among blacks, Hispanics, and APIs
than among non-Hispanic whites in metropolitan
statistical areas and higher among blacks than
among non-Hispanic whites in micropolitan
statistical areas (Figure 4.33).

50

Metropolitan  Micropolitan Non-Core
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Access to Health Care

Health insurance. Health insurance facilitates entry into the health care system.

Figure 4.34. People under 65 with any period of uninsurance in past year by race (top left), ethnicity
(top right), and income (bottom left), 2001
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in the past year.
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The proportion of people under 65 with any

period of uninsurance in the past year was higher
among blacks compared with whites in
micropolitan statistical areas, among Hispanics
compared with non-Hispanic whites in all four
statistical areas, and among poor and near poor
people compared with high income people in all
four statistical areas (Figure 4.34).
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Source: Medical Expenditure Panel Survey, 2001.

Reference population: Civilian noninstitutionalized population under age 65.

Note: Sample sizes were too small to provide estimates for residents of non-core based statistical areas not adjacent to metropolitan
or micropolitan areas.



National Healthcare Disparities Report

Residents of Rural Areas

Difficulty getting care. Maintaining contact and managing patient care over the telephone may be particularly
imporant in geographic areas with few providers and long travel times to care.

Figure 4.35. People with difficulty contacting provider over the telephone by race (top left), ethnicity
(top right), and income (bottom left), 2001
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8 The proportion of people with difficulty
d contacting providers over the telephone was lower
2 among blacks compared with whites in large
metropolitan statistical areas and higher among
Hispanics compared with non-Hispanic whites in
10 large metropolitan and micropolitan statistical
areas (Figure 4.35).
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Source: Medical Expenditure Panel Survey, 2001.

Reference population: Civilian noninstitutionalized population.

Note: Sample sizes were too small to provide estimates for residents of non-core based statistical areas not adjacent to metropolitan
or micropolitan areas.
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Health care utilization. Routine dental care helps maintain healthy teeth.

Figure 4.36. People with a dental visit in past year by race (top left), ethnicity (top right), and income
(bottom left), 2001
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In 2001, residents of non-core based statistical
E_— TG T areas not adjacent to metropolitan or micropolitan
Near Poor I High Income areas were less likely to report a dental visit in
the past year than residents of large metropolitan
statistical areas.

60
The proportion of people with dental visits in the
past year was lower among blacks compared with
whites and Hispanics compared with non-

o Hispanic whites in large metropolitan, small
metropolitan, micropolitan, and non-core based
adjacent statistical areas (Figure 4.36).

The proportion of people with dental visits was

20 - lower among poor compared with high income

Percent

people in all five statistical areas; among near
poor compared with high income people in large
metropolitan, small metropolitan, micropolitan,
and non-core based adjacent statistical areas; and
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Source: Medical Expenditure Panel Survey, 2001.
Reference population: Civilian noninstitutionalized population.
Note: Data support estimates for residents of non-core not adjacent areas by income but not by race or ethnicity.
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Individuals With Special Health Care Needs

Individuals with special health care needs include individuals with disabilities, individuals who need chronic
care or end-of-life health care, and children with special heath care needs. In the 2003 NHDR, a small
amount of information about each of these groups was reported; in the 2004 NHDR, one of thesegroups,
children with special health care needs, is highlighted. The recently available 2001 National Survey of
Children with Special Health Care Needs (NSCSHCN) is used to provide more detailed information about
disparities in health care for this group. In future iterations of the NHDR, it is anticipated that detailed
information about other individuals with special health care needs will be provided.

Studying access to and quality of care for children with chronic conditions is difficult due to the low
prevalence of most conditions in children.” 8081 A standard definition of CSHCN was developed in 1995.80 82
This definition was subsequently used to develop the CSHCN Screener Questionnaire®? and included in the
2001 NSCSHCN.8 84 The 2001 NSCSHCN estimated that 12.8% of all noninstitutionalized children, or 9.4
million children, had special health care needs in the United States in 2001.84

By definition, children with special health care needs are children that require more medical care because they
are less healthy. As a result of requiring more medical care, CSHCN have higher medical expenses, on
average, than other children, and their medical expenses make up a dispropationately higher share of
children’s total health care dollars.80 8586 According to the 2001 NSCSHCN, costs of care for 20.9% of
CSHCN caused financial problems for theirfamilies.84 In addition to financial burdens, families of CSHCN
spend considerable time caring for them. An estimated 13.5% of CSHCN had families who spent 11 or more
hours per week providing or coordinating care.34

Having higher health care needs makes CSHCN susceptible to access, cost, quality, and coverage weaknesses
in the health care system. Studies have documented that poor and racial and ethnic minority children with
chronic conditions may experience lower quality care.87 88 Children with chronic conditions are reported by
their parents to be less likely than other children to receive the full range of needed health services.8° Among
CSHCN, minorities are more likely than white children to be without health insurance coverage or a usual
source of care.

Many measures of relevance to CSHCN are tracked in the NHDR. The section on children in this chapter
includes comparisons of CSHCN with other children on receipt of counseling about physical activity (Figure
4.20) and on parent-provider communication (Figure 4.24). Findings presented here seek to focus on family-
centered care and to highlight topics in access to health care of particular importance to CSHCN including:

Health insurance

Usual source of care

Patient perceptions of need

Difficulty getting care
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Focus on Family-Centered Care

Family-centered care requires providers who spend adequate time with the child, listen carefully to the parent,

are sensitive to family values and customs, communicate specific needed health information, and help the
family feel like a partner in the child’s care.

Figure 4.37. Children with special health care needs without family-centered care by race, ethnicity,
income, and parental education, 2001
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Source: National Survey of Children with Special Health Care Needs, 2001.
Reference population: Civilian noninstitutionalized population age 0 to 17 with special health care needs.

In 2001, the proportion of CSHCN reported as not receiving family-centered care was higher

among black, Asian, and AI/AN compared with white CSHCN; among Hispanic compared with non-
Hispanic white CSHCN; among poor, near poor, and middle income compared with high income
CSHCN; and among CSHCN whose parents had less than a high school education compared with
CSHCN whose parents had any college education (Figure 4.37).
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Individuals With Special Health Care Needs

Figure 4.38. Children with special health care needs without family-centered care by race (left) and ethnicity
(right) stratified by income, 2001
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Source: National Survey of Children with Special Health Care Needs, 2001.
Reference population: Civilian noninstitutionalized population age 0 to 17 with special health care needs.

Income explains some but not all of the differences in quality of care among CSHCN by race and
ethnicity. For example, although racial and ethnic differences in family-centered care tend to attenuate
among CSHCN in high income families, they often persist among the poor and near poor (Figure 4.38).
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Access to Health Care
Health insurance. An important measure of access to care is health insurance coverage.

Figure 4.39. Children with special health care needs who were without health insurance at some point in
the past year by race, ethnicity, income, and parental education, 2001
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Source: National Survey of Children with Special Health Care Needs, 2001.
Reference population: Civilian noninstitutionalized population age 0 to 17 with special health care needs.

In 2001, the proportion of CSHCN reported as having no health insurance at some time in the past year was
higher among black and multiple race CSHCN compared with white CSHCN; among Hispanic compared
with non-Hispanic white CSHCN; among poor, near poor, and middle income compared with high income
CSHCN; and among CSHCN whose parents had less than a high school education or were high school
graduates compared with CSHCN whose parents had any college education (Figure 4.39).
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Figure 4.40. Children with special health care needs who were without health insurance at some point in
the past year by race (left) and ethnicity (right) stratified by income, 2001
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Source: National Survey of Children with Special Health Care Needs, 2001.
Reference population: Civilian noninstitutionalized population age 0 to 17 with special health care needs.

Income explains some but not all of the differences in access to care among CSHCN by ethnicity. For
example, although differences in health insurance between Hispanics and non-Hispanic whites tend to
attenuate or disappear among CSHCN in high income families, they persist among the poor (Figure 4.40). In
contrast, differences among racial groups are not significant at all income levels.
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Figure 4.41. Currently insured children with special health care needs whose insurance is not adequate by
race, ethnicity, income, and parental education, 2001
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Source: National Survey of Children with Special Health Care Needs, 2001.

Reference population: Civilian noninstitutionalized population age 0 to 17 with special health care needs who have health insurance.
Note: Among CSHCN with insurance, adequacy of health insurance assesses the degree to which benefits cover the child’s needs,
uncovered costs are reasonable, and the child is able to see the providers he or she needs.

In 2001, the proportion of CSHCN with insurance reported as having less than adequate insurance was
higher among Hispanic comparedwith non-Hispanic white CSHCN; among poor, near poor, and middle
income compared with high income CSHCN; and among CSHCN whose parents had less than a high
school education compared with CSHCN whose parents had any college education (Figure 4.41). Racial
differences were not significant.



National Healthcare Disparities Report

Priority Populations
Individuals With Special Health Care Needs

Usual source of care. Having a usual source of care is another important part of access to care.

Figure 4.42. Children with special health care needs who have no usual source of health care by race,
ethnicity, income, and parental education, 2001
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Source: National Survey of Children with Special Health Care Needs, 2001.
Reference population: Civilian noninstitutionalized population age 0 to 17 with special health care needs.

@ In 2001, the proportion of CSHCN reported as having no usual source of care was higher among black
than white CSHCN, Hispanic than non-Hispanic white CSHCN, poor and near poor than high income
CSHCN, and CSHCN whose parents had less than a high school education or were high schoolgraduates
than CSHCN whose parents had any college education (Figure 4.42).
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Patient perceptions of need. CSHCN require many different types of health care services.

Figure 4.43. Children with special health care needs who reported any unmet needs for specific health
care services in the past year by race, ethnicity, income, and parental education, 2001
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Source: National Survey of Children with Special Health Care Needs, 2001.
Reference population: Civilian noninstitutionalized population age 0 to 17 with special health care needs.

In 2001, the proportion of CSHCN reported as having unmet needs for specific health care services was
higher among black, AI/AN, and multiple race CSHCN compared with white CSHCN; Hispanic
compared with non-Hispanic white CSHCN; poor, near poor, and middle income compared with high
income CSHCN; and CSHCN whose parents had less than a high school education compared with
CSHCN whose parents had any college education (Figure 4.43).
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Difficulty getting care. Children with special health care needs often require care from specialists.

Figure 4.44. Children with special health care needs needing specialty care who reported difficulty getting
a referral in the past year by race, ethnicity, income, and parental education, 2001
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Source: National Survey of Children with Special Health Care Needs, 2001.
Reference population: Civilian noninstitutionalized population age 0 to 17 with special health care needs who needed specialty care.

In 2001, the proportion of CSHCN needing specialty care reported as having difficulty getting a referral
was higher among NHOPI compared with white CSHCN; Hispanic compared with non-Hispanic white
CSHCN;poor and near poor compared with high income CSHCN; and CSHCN whose parents had less

than a high school education compared with CSHCN whose parents had any college education (Figure
4.44). Black-white differences were not significant.
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